disease is limited to the area characteristic of leukoplakic vulvitis, the likeness between them is close and the more so because in long-standing lichen planus the labia minora and vaginal introitus undergo atrophy. The shrinkage is, however, purely atrophic, whereas in leukoplakic vulvitis the retraction of the labia is accompanied by thickening, implying a much greater change in the connective tissue.
To this difference one may ascribe the fact that there is no tendency to carcinoma in lichen planus. I am informed that when this condition affects the mouth a hyperkeratotic surface is produced which, however, never ends in carcinoma, in marked contrast to leukoplakic glossitis to which carcinoma is a common sequel. In my research in 1904-08 I found the same deeply extending connective-tissue changes in leukoplakic glossitis as I found in leukoplakic vulvitis.
Lichen planus of the vulva, though generally associated with pruritus, is not always so, and this probably accounts for the cases sometimes met with, in which hyperkeratosis and atrophy of the labia minora seem to have developed without any symptoms at all.
As a rule, lichen planus, when it affects the vulva, generally extends over a wider area than leukoplakic vulvitis, and the labia majora are usually involved, whilst evidences of the disease elsewhere in the body can often be found.
The present state of knowledge concernina lichen planus of the vulva is unsatisfactory, for there seems to be no consensus of opinion between gynecologists and dermatologists as to the distinction between it and leukoplakic vulvitis, with the result that the one disease is frequently being mistaken for the other. A gynaecologist and dermatologist working in consort on a number of cases are required to clear up the confusion. THE three conditions, hydrops foetalis, icterus gravis neonatorum, and anaemia haemolytica neonatorum, have been known clinically for a very long time, but it is only in quite recent years that research has shown them to be different manifestations of one underlying cause, namely, a dysfunction of the foetal haemopoietic and heemolytic mechanisms. As the results of this research are not yet common knowledge and because, as we shall show, the importance of correctly diagnosing the disease is considerable, we publish the following case.
A young and healthy woman gave birth to her first child in 1934. It became jaundiced soon after birth and died in forty-eight hours. Post mortem a large liver and spleen were found and the diagnosis made (according to the parents) was infantile anaemia. In 1935 a second child was stillborn. It was premature, had a greatly distended abdomen, and apparently had been dead only a short time. A postmortem examination revealed a quantity of free fluid in the abdominal, pleural, and pericardial cavities, and great enlargement of the liver and spleen. A diagnosis of congenital syphilis was made, and in consequence the blood of both parents was examined by the Wassermann test, the result being negative. The mother's blood was tested a second time with the same result. Neither parent had any history or sign of syphilis.
Early in 1937, being again pregnant, the mother came under the care of one of us (M.). The blood of both parents was again examined by the Wassermann and Kahn tests, and once more the results were negative. The patient was given chlorate of potassium, wheatgerm oil, and injections of calcium ostelin. When she was five months pregnant her blood was again tested, and again proved negative. In June, when she was over six months pregnant, the size both of the uterus and the foetus was normal, the fcetal heart was beating vigorously, and the fcetal movements plainly perceptible.
The probability that the two previous fcetal deaths had been due to erythroblastosis was discussed, and it was suggested that the pregnancy should be allowed to continue a little while longer and that then the child should be delivered by Caesarean section while its heart was still beating normally, and if the blood from the umbilical cord showed the cytological picture of beginning erythroblastosis, injections of the blood of one of the parents should be given, as cases were on record in which such injections had been successful.
While this decision was being arrived at, the patient, who had previously been very well, rapidly developed heavy albuminuria, cedema of the face, legs, and abdominal -all, and an acute enlargement of the uterus, resembling extreme hydranmlios. The feetal heart could no longer be heard, but in view of the size of the uterus it was impossible to say whether the foetus was or was not dead.
In the hope that it might not be dead, and in view of the urgency of the signs and symptoms, Caesarean section was performed. The child, which was dead, appeared to be about 31 weeks old and weighed 5 lb. 4 oz. The abdominal cavity and, to a lesser extent, the pleural and pericardial cavities, contained a large quantity of port-wine coloured fluid, and there was conspicuous cedema and slight haemolytic staining of all the organs and tissues. Blood withdrawn from the heart showed a variety of nucleated forms amongst which haemocytoblasts, primary erythroblasts, and megaloblasts, were the most numerous. There was only a moderate degree of hydramnios and the large size of the uterus was chiefly due to the placenta, which was so enormous that when removed it almost filled a bucket. It was " encephaloid" in consistence and colour, and was very adherent to the uterine wall.
Both it and the faetus were sent for investigation to Dr. J. R. Gilmour of the Bernhard Baron Institute of Pathology, the London Hospital. He reported that no spirochoetes were present in the liver and suprarenals, and that the general appearances both macroscopic and microscopic, were identical with those he had observed in a study of 14 other cases of the cedematous form of erythroblastosis fcetalis; moreover, the clinical history corresponded.
Diagnosis
The importance of the recognition of this type of erythroblastosis lies in the fact that syphilis affecting the child in utero may closely simulate it. A history of repeated stillbirths is common to both diseases. The liver in erythroblastosis may show a diffuse fibrosis equial in severity and identical in type with that of syphilis. The myeloid reaction in the organs seen in erythroblastosis may also occur in syphilis, and the fcetal blood may present the characters of haemolytic anaemia or even erythroblastaemia. In erythroblastosis changes in the bone-ends occur, closely resembling syphilitic osteochondritis in that both show as deepenings of the zones of provisional calcification of cartilage. In syphilis, however, the deepening is, in all save the earlier stages, irregular, the hypertrophic cartilage cells persist in it, and vessels from the metaphysis fail to invade it.
Although in the past it used to be stated that great enlargement of the placenta was a character of congenital syphilis, it would appear that this is really characteristic of the aedematous form of erythroblastosis, and no doubt many mistakes in diagnosis have been made on this account.
Marked fcetal cedema and ascites strongly suggest erythroblastosis as does the finding of storage of lipoid material in the suprarenal cortex. Finally, a repeated negative reaction to the Wassermann and Kahn tests excludes syphilis, as does the absence of spirochaetes in the tissues of the pregnancy examined after delivery.
Treatment
When erythroblastosis develops after birth either in the form of icterus gravis neonatorum, or of anaemia haemolytic neonatorum, the child has occasionally been saved by repeated injections of the blood of one or both parents. Of the three manifestations of erythroblastosis, cedema fcetalis appears to be the most, and anaemia haemolytica the least, severe, and it is in the latter therefore that blood injection should give the best results. In cedema fcetalis the child is almost invariably born dead and therefore blood injection would only avail if it could be started either before the changes in the fcetal blood began or at their very incipience.
It is suggested that in a future case like ours the course we adopted might prove successful, for had the onset of the signs of pregnancy toxaemia and acute uterine enlargement occurred only a fortnight later than they actually did, we should have delivered a fcetus outwardly, at least, normal.
The last point that may be raised is as to what advice should be given to parents who have produced one or more children presenting the features of erythroblastosis.
It has been stated that once a woman has given birth to such an infant she will always do so, and the literature shows that this is usually the case. There is, however, one recorded instance in which a healthy child was born after the woman had given birth to several children, all of whom apparently died of icterus gravis neonatorum. "Always " is a word which medical men should be very chary of using.
How to prevent the disease recurringf with successive pregnancies is at present beyond our knowledge, but the future may alter this. In advising the parents much would depend on the degree to which they desired a child and on the age of the woman. When (as in our case) the desire was strong and the woman young we think that the advice we gave is fair, namely, to wait six years before trying again.
We are indebted to Dr. Gilmour, not only for the report upon the fcetus in our case, but for a resume of his findings in a research upon 14 other examples of hydrops fcetalis.
A Case of Diabetes Insipidus and Twin Pregnancy By J. BLE1AKLEY, M.R.C.S., L.R.C.P.
THis patient, C. G., aged 20, first attended the antenatal clinic, St. Mary Abbots Hospital, on March 17, 1938, being a primigravida whose last menses were thought to have begun on October 20, 1937. There was no previous history of illness but the patient was of a nervous type. Inquiry has revealed no marked abnormality of thirst or polyuria before pregnancy.
In February 1938 the patient rather suddenly developed an excessive thirst and polyuria which interfered with sleep. She tired easily, complained of headaches, and constantly felt cold. On April 19 she was admitted to hospital on account of mild hypertension, hydramnios, and uncertainty as to the position of the foetus. The patient's thirst was extraordinary, and she excreted up to 450 oz. of urine each day. Thirst and polyuria disturbed her sleep, despite a bladder capacity of 45 oz.
A diagnosis of diabetes insipidus was made. Injections of whole posterior-lobe pituitary extract (pituitrin) 1 c.c. b.d. at 6 o'clock dramatically reduced the urine
